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Pain Pills Add Cost and Delays to Job
Injuries
By BARRY MEIER

Workplace insurers are accustomed to making billions of dollars in palments each year, lvith

the biggest sums going to employees hurt in major accidents, like those mangled by

machines or crushed in building collapses.

Nolv they are dealing rvith another big and fast-groring cost - payouts to rvorkers n'ith

routine injuries lvho have been treated rvith strong painkillers, including many who do not

return to lvork for months, if el'er.

Workplace insurers spend an estimated $r.4 bitlion annually on narcotic painkillers, or

opioids. But they are also finding that the medications, if used too early in treatment, too

frequent\ or for too long, can drive up associated disability payouts and medical expenses

by delalng an employee's return to rvork'

Workers ryho received high doses ofopioid painkillers to treat injuries like back strain staled

out of lvork three times longer than those with similar injuries who took lower doses, a zoo8

study of claims by the California Workers Compensation Institute found. When medical care

and disabilig pa)'ments are combined, the cost of a w'orl.place injury is nine times higher

lvhen a strong narcotic like OxyContin is used than rvhen a narcotic is not used, according to

a zoro anallsis by Accident Fund Holdings, an insurer that operates in rB states.

"What lre see is an association betoeen the greater use ofopioids and delayed recorery from

workplace injuries," said Alex Swedlorv, the head of research at the California Workers

Compensation Institute.

The use of narcotics to treat occupational injuries is part ofa broader problem invoh'ing

u.hat many experts say is the excessive use of drugs like Ox1'Contin, Percocet and Duragesic.

But u'orkplace injuries are dralving particular interest because the drugs are widely

prescribed to treat common problems like back pain, even though there is little evidence that

they provide long-term benefits.

Along with causing dronsiness and lethargy, high doses ofopioids can lead to addiction, and

they can have other serious side effects, including fatal orerdoses.

Page I of4
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Betneen 2oo1 and 2oo8, narcotics prescriptions as a share ofall drugs used to treat
lvorkplace injuries jumped 63 percent, according to insurance industry data. Costs have also

soared.

In California, for example, workplace insurers spent $252 million on opioids in zoro, a
figure that represented about 30 percent of all prescription costs; in zooz, opioids accounted

for t5 percent of drug expenditures.

As a result, states are struggling to find Hays to reverse the trend, and some ofthem have

issued new pain treatment guidelines, or are expected to do so soon. These states include
Nerv York, Colorado, Texas and Washington. Insurers are also trying to influence holy
physicians prescribe the drugs.

Doctors in four states - louisiana, Massachusetts, Nerv York and Pennsylvania - appear to
be the biggest prescribers ofthe drugs for workers' injuries, according to a review of data
from 17 states by the Workers Compensation Research Institute, a group in Cambridge,
Mass.

Painkiller-related costs are also hitting taxpayers, who underwrite col.erage for public
employees like police ofEcers and firefighters, experts say. In February, one major
underuriter, the American International Group, said that it would no Ionger sell backup
coverage to uorkplace insurers, citing rising pain treatment expenses as one reason.

There is little question that strong pain medications can help some patients return to n'ork
and remain productive. But injured workers lvho are put on high doses of the drugs can
derelop chronic pain and face years ofdifEcult treatments. It is not clear hovr., or if, the
drugs are involved in the process, but lvhen pain becomes chronic, the cost ofa
commonplace injury can equal a crippling one, experts said.

"some of these claims look like someone who fell dorm an elerator shaft and had multiple
injuries," said Dr. Ednard J. Bernacki, the director ofthe division of occupational and
environmental medicine at Johns Hopkins University in Baltimore.

For decades, lvorkers' compensation plans, which vary by state, ha'"e been plagued by
problems like lengthy legal battles over an injury's financial ralue. But it is in recent years
that opioid painkillers hare emerged as a major drir.er of costs, experts said.

Accident Fund Holdings examined its claims and found that the cost of a tlpical workplace
injury - the sum of an employee's medical expenses and lost wage palments - was about
$r3,ooo. But rvhen a worker was prescribed a short-acting painkiller like percocet. that cost

hftp://*urv.nytim es.conl2j12/06103/health,rpainkillers-add-costs-and-delays{o-rvorkplace-i... 
I l5/2014
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tripled to $39,ooo and tripled again to $rr7,ooo when a stronger longer-acting opioid like
OxyContin was prescribed, said Jeffrey Austin White, an executive *ith the insurer, which is

based in l^ansing, Mich.

In a sense, insurers are experiencing the consequences of their own policies. During the last
decade, they readily reimbursed doctors for prescribing painkillers while eliminating
palments for treatments that did not rely on drugs, like therapy.

Those policies may "have created a monster," said Dr. Bernyce M. Peplolvski, the medical

director of the State Compensation Insurance Fund ofCalifornia, a quasi-public agency.

For patients, such policies had consequences.

Dr. Eugenio Martinez, a physician in the Boston area u'ho specializes in rehabilitative
medicine, said one patient, a former waitress lvho hurt her back fite years ago in a fall,
recently won a court fight to force her insurer to pay for physical therapy. The insurer had

cut offthose palrnents fil'e years ago after a few sessions, and the woman, nolv disabled, had
no option but to take strong painkillers, Dr. Martinez said. "It certainly did not help that she

was cut off," he said.

Nationwide, data suggests that a vast majority of narcotic drugs used to treat occupational
injuries are prescribed by a tiny percentage of doctors lvho treat injured rvorkers; in
California, for example, that figure isjust 3 percent. Also, the bulk ofsuch prescriptions go to
a relatively small percentage of injured u'orkers, including those nho might be addicted to
the drugs or those who sell them, experts said.

Sereral companies, like Accident Fund Holdings and Liberty Mutual, have set up programs
in which pain experts contact doctors identified as high prescribers to discuss their practices.
The state compensation Insurance Fund of california has also instituted a policy that
requires approval for a doctor to prescribe an opioid for over 6o days.

Insurers say they are making progress in reducing overuse ofthe drugs. But their ability to
influence physicians is limited because workers' compensation plans can allow employees to
see any doctor. So several states hare or will soon adopt nerv pain treatment guidelines for
doctors who treat r.l'orkers.

In New York, one proposal would require a doctor to refer a patient r.r'ho is not improring to
a pain specialist when an opioid dose exceeds a certain level, said Dr. Elain sobol Berger, the
associate medical director of the state's workers' compensation board. washington State has
already adopted such a policy.

httn://wr.rr,r'.nwim es aoml)Ol) /O5/01/hea Ith/nainkiller<-add-cnsrs-and-delevs-rn-rvnrlrnlcnp-i 1 l\ nN L
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Dr. Sobol Berger added that the New York rules, rvhich are expected to be proposed this

year, rvill also emphasize nondrug treatments for pain. "We knorv that there is a significant

problem lrith the management of chronic pain and the use of opioids," she said.

Some insurers, like the California state fund, have also started pafing for alternative

approaches like specialized psychotherapy or are trying to get addicted workers into

treatment. Other companies are also checking on long-disabled n'orkers'

Mark Kulakowski, a 57-year-old former lrarehouse u'orker from Peabody, Mass., injured his

back more than three decades ago wfiile lifting a box. He has not lrorked since 1995' Since

his injury, he has taken narcotic painkillers and has had a long list offailed treatments.

Recently, his insurer, Liberty Mutual, sought to have a nurse accompany him to his next

doctor's appointment, a suggestion he welcomed if it could lead to taking fet'er painkillers.

"Itjust drains everything out ofyou," he said.
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OrucrNa.r Anrtcrs

Increases in the Use and Cost of Opioids to Treat Acute and
Chronic Pain in lniured Workers, 1999 to 2009

Edward J. Bernacki, MD, MPH, Larry Yuspeh, BA, Robert Lavin, MD, MS, and Xugrrung (Grant) Tao, MD, PhD

Objective; Quantify temporal changes in opioid use. Ilethodsr Claim and

prescriptio. dara lor Louisiam Workers' Compensation Corporation claims

open fiom 1999 and 2009 were analyzed by claim age and twe ofoPioid.

Results: There was a siSnificant cumulative yearly increase in morPhinemil-

ligram equivalents prescribed forclaimants with acute pain (55_mg increase

per yeao, as well as chronic pain (461_mg increase per yeao The cost per

morphine mjlligram equivalent was approximately lhe same ($0.06 to $0.07)

for long- and short-acting medications, but the medication cosi was 8 times

higher in claims where long-acting opioids were prescribed (with or *ith-
out short-acting opioids) versus ooly short'actitrg medications. Conclusiors:

The annual cumutative dose and cost ofopioids per claim increased ovel the

study period relaled to an increase in prescnPtions for long'acting opioids-

he therapeutic use of opioids has increased dramatically in the

United States, as evidenced W the 127% rise in retail sales

ofoDioids between 199? and 2007.1 This increase in opiold use ii
relaied ro rhe significant expansion ofopioids to treat chronic non-
cancer-related musculoskeletal pain.2-8 Data liom the US National

Ambulatory Medical Care Survey indicated that the frequency of
opioid prescriptioN to reat chronic musculoskeletal pain doubled

from 8% of visits in 1980 to 16% of risits in 2000, whereas the

use of opioids to treat acute pain increased 38Vo (8% ro llo/o of
visits) over this time frame.a Other studies confim an increase inthe
proportion ofindividuals placed on opioids to treat ckonic pain.a's

Along uith this increase was an increase in costs aod a growing
reliance on the part ofmedical providers to use strongeropioids as

uell as long-acting (LA) opioids ilt their heatment plans.r-7s

The use ofopioids to treat acute and chronic Pain associated

with u'o.k-lelated conditions is related to the high prevalence of
musculoskeletal injuries.e A Workers Compensation Research Inst!
tute study of l5 states found that 26% ofthe lost-time (Lf) claims

had at leist one opioid prescription associated {ith it.to A similar
proportion ,aas obsewed among Califomia workes' comPensation

claimants with back conditions occurring between January 2002 and

November 2005.11 A study in Washi[gton state found that 42% of
workers' compensation claimants suffering ftom LT back injuries
were prescribed an opioid llithin a yea. oftheir injuryr2

Using National Council on Compensation lnsumnce data,

Lipton and colleaguese found that the proportion of claimants pre-

scribed opioids for pain for fteatment within 12 months of injury
increased 75% betireen 1999 and 20M. Ho*ever, there was no in-
crease rn the proportion that used opioids lo treat inj uries berween the

12fi and l6th month among claimants.u Franklin and colle.rgues'r
reported that prescriptions for schedule ll opioids as a percentage of
all scheduled opioid presc.iptioos increased from l9.l% in 1996 to

From rhe Di\ision of Occupational and Environmeolal Medicine, Departnent
of Medicine, Johns Hopkins University School of Medicine, Bahimore,
Maryla (Drs Bemacki and Tao); Louisiafla workers' Compensation Cor-
porntroo. Baron Rouge. Louisirna ftk Yusp€h). and Rehabilttalton Drvi-
srofl. Departmenl ofNeurology. Uni\ers'ry ofMrrlland School o t Medicine.
Baltinore (Dr Lavin).
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37.2y" in2Oo2. The average daily morphine-equivalent dose during
this time fiame incrcased to 132 mg (50%) per day.rr In contrast,

Cross and colleaguesra studying Canadian '*orkers found that opioid
prescriptions within the first year ofa claim decreased from 11.47o

of claimants to 8.3%.
The proponionale and absolule use ofopioids ln the treat^ment

ofworl-related tnjurics laries considerably from slate to state.ru The

average annual cumulative dose ofopioids prescribed for nonsurgi_

cal claims *ith more than 7 days of LT was the second highest in
Louisiana (equir"lent to 35 t3 mg of morphifle per claim), second

only to New York, with 4040 mg per claim.lo By contrast, the an-

nual cumulative dose ofopioids per claim in most study states was

betwecn 1000 and 2000 mg ofmorphine equivalence or less.

The annual cumulative dose and cost ofopioids used to treat

non-work-related conditions for both acute and chronic pain havc

increased considerably, and trends in opioids prescribed to treat

pain associated with occupilional injuries have been qtudied as a

new focus.lolt We were interested In inresligating the annual cu-

mulative dose and cost of opioids per .laim p.escribed to keat

',rork-related injuries in the state of Louisiana for both acute and

chronic pain. Furthermore, we wanted to determine the use and cost

of short-acting (SA) (immediate-re)ease) and LA (methadone or
controlled-release) opioid medications. To study these questions, we

utilized workers' compensation claims inlormation from the state

of Louisiana paid by the Louisiana Workers' Compensation Cor-
poration (LWCC) over an I l-year perio( 1999 to 2009. LWCC is

a private mutual insurance company wtiting workers' compensa-
tion insuance for approximately 30% ofthe fully insured market in
the state oflouisiana. Several papers have been published by these

authors utilizing the same populatioh to study various workers'com-
pensation cost-related topics. l5-17

MATERIALS AND METHODS
As indicated carlier, this investigation utilized data from the

LWCC. Information on all workers' compensation claims adminis-
tered by the LWCC resides in the LWCC Claims Payment Database
(CPD). All LWCC claims filed ftom 1992 to 2009 add opened be-
tween 1999 and 2009 were used as the population for this study.
lnformation on presc.iption drugs was obtained ftom LWCCT Phar-
macy Benefit Manager (PBM). A file, termed the PBM Database
(PBMD), wcs constructed using prescriptioo information. This in-
formation uzs linked to claims ofall injury years that were open at
some point between 1999 and 2009. The CPD information included
demographic data(age, sex, etc) and injury data (date ofinjury, body
patl, Internalional Clussifcation of Diseases, Ninth Retision code,
etc). ln addition, the CPD file contained information on whethe. or
not the claimant lost time from work (ar Lf claim) or only received
medical care, but did not lose time ftom work (a medical only 0vIOl
claim), as wellas claim costs and the claim closingdates. The PBMD
included the date of the prescription, Natiorlal Drug Code for each
prescription, number of prescriptions, and the number of pills per
prescription between 1999 and 2009.

The sel€ction ofanalysis cohon ofclaims and claim duration
range combination are shown in Table l. To control for the possible
bias due to claim aging, we restricted the observation to only claims
with a claim age of 7 years or less because 96% of LWCC claims
close during the flrst 7 yean after injury The observed prescription

./OfM . Volume 54, Number 2, tebtuaty 2O12
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TABLE l. Claim Aqe in Years and Selection of Study Cohort*
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*Srudy cohon *.s composed of.ny open chim with a chim age of 7 years o. less dunng the calendar p€nod 1999 to 2009 as shoM in ihe bordered arear This .nsu.es th.t the

ca5e mrr in claim ag. is comptEblc afiosslhe I I Prcscripiion czlen&! vear!

period was lggg to 2009. Using lhis strategy. as sho\rr iD Table l.
ue would always have a comparablc mixture ofclaim durations (0 to

7 years) when we examined the usage over the calendar period fiom
1999 to 2009. The data for each p.escription year is a snapshot of
the claims inventory at LWCC for arly open claims that are 7 yeaN

or less in duration.
We further split the claims into two groups: (l) those claims

for which opioids we prescribed during the year of the accident
(0year), represedting treatsflent for acute Pain and (2) those for which
opioids were prescdbed during the period after the first accident year

up to 7 years after the accident (l to 7 years), representing teatment
for chronic pain.

Opioids were defined as morphineJike medications that are

naturally occurring, semisynthetic, or wholly synthetic substances

utilized to control pain. All NatioEal Drug Codes that fit this defi-
nition were abstmcted ftom the PBMD and were consolidated into
two groups: SA (immediate release) and LA (dethadone or con-
trolled release). Because all opioids do not have the same analgesic

elfect. \re converted the annual cumulative dose of the individual
opioids into an equianalgesic dose utilizing morphine as the index.

This was termed the morphine milligram equivalent (MME). Ex-
cept as otherwise indicate4 the opioid conversions were based on

tha Global RPh.com, an lntemet opioid converter.l8 The fentanyl
transdermal patch conversion was based on the Duragesic pack_

age insert with the mid-dose for the 25 pgftour fentaryl patch

of 100 mg (60 to 134 mg) morphine equi lents chosen for the
conversion.le 2l Conversions for tapentadol, sublingual buprenor-
phi.re, fentanyl lozenge, propoxlphene, p€ntazocine, merperidine,
ind methodone were based on Fudin and Perkins.le'r The book by
Cousins and colleagues was used to determine the relative pote[cy
oftramadol.z2 For the purposes ofthis article, the term dose refers
to the annual cumulative dose ofopioids prescribed per claim.

The MME per prescription was calculated on the basis ofthe
following formula: D=c x d x. t,\*hereDistheMME,cisthe

@ 2012 American College ofOccupational and Envirunmental Medicine

number ofpills in the prescription, d is the dose (mg) ofan opioid
drug in a pill, and r is the conversion ratio ofmorphine for the spe-

cific opioid medication. Example l: to calculate lvItrlE for 40 pills of
acetaminopherl/codeine 300/10 mg, where c:40, d:30 mg
codeine, and r:0.15 mg morphine; then MME would be:

D:40 x l0 x 0.15= 180 mg. Example 2: to calculate the curnu-
lative MME for 10 patches of hansdermal fentanyl at 50 pg,/hour,

where c = 10, d: 0.05 mg,4rour, and r: 12,000; theo MME would
be: D : l0 x 0.05 x 12,000 : 6000 mg. Each patch is supposed
to be changed every 3 days; therefore, l0 patches will last 30 days.

This is equivalent to a person using 200 mg ofmorphine equivaleot
daily, multiplied by 30 days : 6000 mg in a month.

Analyses describe the MME per claim per calendar year by
claim age (0 yeat I to 7 years) for prescription yeaIs 1999 through
2009. A Iinear analysis method was used to estimate the avemge
annual change of MME and average cost. In the model, average
IVIME annual cumulative dose or the annual cost per claim is the
dependent vadable, \thereas the independent variable is the year af-
ter 1999 with 1999 as the initial yeal The rcason for using a linear
regression instead of nonlinear regression was to obtain an annual
change in the lrariables for the study period rather than strictly fit
the trend lines that may have ra[dom fluctuations.23 The regression
and significance testing were perlormed using MicrosoftExcel 2007
(Microsoft Corporation, Redmon4 WA) data analysis tools. We then
analyzed the MME and opioid medication costs per claim per cal-
endar year by the type of opioid utilized in a claim and by claim
age (0 year, I to 7 years). The claims defined as LA contained LA
opioids with or without SA opioids, which fiequently are p.escribed
fot breaktkough or actility-related pain forpatients already receiv-
ing LA opioids. Howevet the claims defined as SA only contained
exclusively SA (immediate-release) opioids. Cost per MME was ar-
allzed by tne ofopioid claims, LA or SA, fo. the period from t 999
to 2009. The annual change t ends for the latter analysis also were
simulated using linear regression.
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RESULTS
The study file contained 80,159 unique claims that were open

or still open at some point during the I l-year study period from
1999 to 2009. The total opioid prescriptions included for all .laims
with claim age at 7 years or less are 210,413: 67.70/0 fien with a
median binh year in 1964. and 32.3% $omen with a median birth
yeat in 1962. Opioid prescriptions during the year of the accident
represent prescriptions for acute pain, whereas opioid prescriptions
after the accident year through 7 years represent prescriptions for
chronic pain. Table 2 indicates that the mea'l claim dumtion for
the short-duration LT and MO opioid claims was 99 and 59 days
duration, respectively. These claim durations and, therefore, the pre-

scriptions written du.ing this time frame fit a commo[ definition for
the treatment ofacute pain (<6 months or 180 days).24?5 The mean
claim durations for the long-duration LI and MO opioidclaims were
I 164 and 1028 days, respectively, which conform to the definition ol
treatment times for chronic pain (:6 months or 180 days). Because
the difference in claim duration varied little between LT and MO
claims for both claim categories (0 year, I to 7 years), we merged
MO and LT claims to increase the size ofthe study cohorts.

As seen in Figure l, the cumulative MME per claim per cal-
endar year significantly increased overthe study period forclaimants
treated for acute pain (0-year claims: P = 0.0025) and chronic pain
(l - to 7-year claims: P : 0.0058). The cumulative MME increased

TABLE 2. Claim Frequency and Mean Claim Duration (Days) by Prescription (Script) Year

l-7 tr LT l-71'r NIO 0 \.r LT 0lrlUO

Opioid
Claims

Script

Opioid
Claim luean

Total Opioid Duratiotr,
Chims Claims (D.ys)

Opioid Claim
Dlean

Duratioo Total Opioid
(Drys) Cl.ins Cl.ims
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lllear
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To(al
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NIean
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n92 lll
977 t24
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t648 I 14
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3l3E 1053

3l 19 I 138

2s69 71t
248J 596

2t43 618

209t 512

1956 5t6
15.{.1 46t
1292 364

232s 69t

5864 165

6909 16l

1t5t 280

5694 359

4560 182

424t t20
35E0 r59

3781 I 17

5021 143

415t 92

3942 84

5020 169

t121

t799
188,t

2306

2213

r865

1680

1440

t222
989

2

t642

I169

1284

t21t
I t4l

|42
I128

|1)
tzt2
I148

l00l
I t64
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I 18.{

1250

1375

ll19
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1028
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98
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99

92
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65

55
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67
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56
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approximately 55 mg per claim per calendar year for acute pain'

whereas for chronic pain it increased 461 mg per claim per calendar
year. As seen ln Figure 2. the cost ofopioid medications per claim

oer calendar vear increased significantly for indrviduals rexted for
chronic pain iapproximately 52l per claim per calendar year) (P -
0.0198) 6ut remained relatively flat for individuals treated for acute

pain (approximarely Sl00 per ctaim per calendar year throughout

ile sruay perioal The cost change for acute Pain was nol significanl
(P :0.6183).

Figure 3 presents changes in the annual cumulative dose of
opioids prescribed per claim per calendcr year for two claim cat-

egories: one group for uhich a LA opioid r,ras prescribed wilh or

without SA opioids and another group for which only SA opioids
$ere prescnbed. The cumulative MME increased significantly for
acute pain claimants (36 mgper claim per calendar year; P: 0.0084)

and chronic pain claimarts (23J mg per claim per calendar year; P
:0.0045) taking only SA opioids. Cumulative MMES increased

for ckonic pain claimants prescribed LA opioids with or without
SA opioids from 22,386 mg per claim Per calendar year in 1999

to 54,396 mg per claim per calendar year in 2004, dropping down

to 38,397 mg per claim per calendar year in 2009 (P = 0.1069).

Claimants heated for acute pain with predominantly LA opioids in-
creased approximately 431 mg per calendar year, which was not a

significant increase (P: 0-2020). However, similar to the claimants
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with chronic pain treated with LA opioids, the claimants treated
for acute pain with LA opioids increased 1907o in 2003 and then

dropped 57% the following year and Ieveled offthereafter.
As shown in Figure 4, the monies expended on claimants

with chronic pain who were prescribed predominantly LA opioids
increased an average ofS I l2 perclaim percalendaryear (P:0.070).
The annual dose of opioids prescribed and the cost of opioids for
claimants with chronic pain increased 164% during the period from
1999 lo 2OM and then decreased 25o% over the next 5 years. The
opioid medication experditures forclaimants with acutepain treated
with LA opioids increased $17 per calendar year over the study

period. This increase was not significant (P:0.5026)- Nevertheless,
similar to the claimants with chronic pain treated with LA opioids,
claimants t eated for acute pain with LA opioids increased 176%
from 1999 to 2003, then dropped 112% in 2004 and leveled off
thereafter (P = 0.4210). There were no signifcant increases in the
costs for claimants treated with only SA opioids for acute or ctronic
pain over the study period (P: 0.7395).

Figue 5, shows that over the study period, the cost pei MME
decreased significantly for SA opioids, from $0.7 per milligram to
approximately $0.6permilligam (P = 0.@07), whereasthe cost per
MME of LA opioids remained close to $0.6 per MME until 2009,
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TABLE 3. Average OPioid Costs for Claims With Long Acting + Short Acting and for Claims With Short Acting Only by year

0Yr l-7 Yr

Claims With SA
Scripts Only

Claims $ith ADJ

LA Scripts
Cl,rims $ilh S.\

Scripti Onl].
Claims lvith Any

LA Scripis

Script
Average

Opioid Cost
(SA), $

Average

Opioid Cost
(LA + SA), S

Opioid Cost
Rrtio: Claims
(S.{)/Claims
(LA + SA)

Awrage
Opioid Cost

(SA), $

Averag€
Opioid Cost

(LA + SA), t

Opioid Cost
Ratio: Claims
(sA)/Chims
(LA + S.\)

1999 880

2000 856

2001 1290

2007 t414
2001 928

2004 7N
2005 764

2006 702

2007 638

2008 535

2009 42E

Avenge 9196

52

6l
76

79

95

95

12

66

6l
66

67

30

36

43

23

25

I6
ll
27

2l
l1
20

271

,l0l
3,16

537

898

lll4
48t
926

456

505

643

774

610

6.51

5.63

7.tl
I1.39

I L78

5.05

t2.85

6.87

E.25

9.15

1t.57

8.2s

t6t7
r538

t652
2l l5
207 t

1732

t574
1327

1089

819

842

t196

212

259

215

305

336

424

371

362

306

27t
211

315

214

358

354

3r5
lll
262

217

237

239

189

142

260

l137
1666

2080

2421

2164

3532

3ll9
209t
2186

2741

21t7
2426

5.77

6.44

7.55

7.93

E.23

8.12

9.00

5.7E

8.12

10.14

9.8r
7.1t

LA,long adint; SA, shofl acring

when it increased to a little less than $0.7 per MME in the last year
olthe study. The trend was not significant (P = 0.3665).

The average annual opioid cost for claims involving an LA
opioid to treatbothacute andchronicpain was approximatelyS times
higher than claims involving only SA opioids (Table l). Thus. al-
though the cost ofopioids per MME %ried litrle between LA and SA
opioids, the opioid cost per claim percalendar yearofclaims involv-
ing LA opioids was much greaterthan claims where only SA opioids
were used. Although the data are not presenre( approximately 85%
of claims involving LA opioids to teat both acute and chronic pain
also had SA opioids prescribed. Hydrocodone accounted for 60% of
the dosage (in MMES) ofSA opioids, followed by oxycodone (16%)
and propox,?hene (16%). Sustained-release oxycodone accounted
for approximately 5l% of the dosage of LA opioids follo{ed by
transdermal fentanyl (33%) and methadone (loyo).

DtscussloN
_ Chronic pain commonly is defined as pain that lasts lo[ger
lhan 3 to 6 months andor pain thal persists beyond the normal
tlme for tissue healing zr:s The mean claim duratron for claims
involving opioids in the year of the injury for both MO and LT
claims was less than 3 to 6 months (MO, 59 days; Ll 99 days).
For clairns that were open past the year of injury to 7 years,'the
average claim duration w,as I164 days for I to 7 years Lf and l02g
for I to 7 years MO. Therefore, $e feel that studying prescription
use ofshort-duration claims approximates prescription use foricute
pain. and prescription practices for long-duration claims, chronrc
pain. A somewhat similar st-aregy, bur ofdiffenng time periods, has
been used by other authors-studying opioid-prescribing practices in
workers' compensation. I l.1617

Our study indicated thal the annual cumulative dose ofopioids
prescribed forboth acule and chronrc poin associared with workplace
injuries in the srate of Louisiana increased significantly. In ea;h of
the study years, the annual cumulative dose of opioidi prescribed
to treat chronic pain was approximately four to seven times greater
than the annurl cumulative dose used to treat acute pain. ThIs was
related to increasing doses ofopioids prescribed for ilaims defined
as LA opioid claims (wirh or withoul SA opioids) in the treatmenl of

chronic pain. In our investigation, we found that controlled-release
oxycodone and h*ansdermal fentanyl accounted for 84% ofcumu_
lative MMEs involving LA opioids. These findings are consistenr
with other studies from a comparable time period that report greater
increases in opioids utrlized in LA preparations than used in SA
or immediate-rclease opioid medications.r:.8 It also may be reflec.
tive oithe growing perception among Louisiana physicians that LA
opioids hale advantages, such as consistent doiing schedules and
strstained analgesia, over immediate-release preparitions. What we
found interesting was that the cost per MME for both LA and SA
opioids was approximately the same ($0.6 ro $0.7). Nevenheless, the
expense for claims utilizing LA medicaiions was eight times higher
for indrviduals neated for chronic pain than claimi involving inly
SA medicartons in rreating whar *i defined as chronic paini ttris
suggests that once a decision has been made to utilize LA med!
cations. lhe arurual cumulattve dose ofopioids prescnbed increases
&amatically. It was nored that hydrocod'one accounted for the ma-
jority ofSA opioids-prescribed, probably due to ease ofprescription
because it is a schedule III opioid.

. Systemic reviews of oproid use for cluonic brck pain and
chronrc noncancer pain provides linle or no evldence of the effec-
trveness ofulilizlng opioids o^n a long-term basis to reduce paln and
rmprove functional status.l.8 The increases in the annualiumuta-
tive dose of opioids used and the reliance on LA opioids to lreal
chronic pain takes place despite the etidence that iheir use does
not decrease pain nor increase function for injured workers. ln fact,

il":":"'*"f;,'*TlHrr::i"1"#,"JIJ[:iixo;dopioids.thereisan
There were 1642 claimants who lost tirne and were treated for

chronic pain and 691 claimants who lost time and were treated for
acute pain in our study_ Louisiana is one of fte few US states that
trses the wage.loss method in calculating indemnity benefits. Tem.
porary'total. b€nefits are patd until the injured empioyee rerurns to
work. at which lime rhe claim is closed eicept for the few claimants
who are paid supplemental benefits after they returned to work (if
lhey retum lo a lesser-paying job).23 Therefore, an LT claimanr in
our study remained out ofwork for the entire duration ofthe clarm.
This ditrers from studies performed in non_wage-loss states where a

A 2012 American Coltege ofOccupational and Environmental Medicine
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claim is classified as an LI claim ifthe individual loses enough time

from work to meet the definition of eligibility for temporary/total

benefits. This difference in the way tempomry/total is calculated in

Louisiana ve6us the majority of other states may partially explain

the relahvelv hlqh annuil cumulallve dose ofopioid use ln the State

of Louisiani veisus olher slctes.l0 lt may also explarn some of the

differences in temporal hends between our study and studies by

others in non-wage-loss states.e ll
In Decembir 2004, the LWCC adopted a preferred drug list

PDL) to suide health care proriders to use efhcacious and cosl_

"ff".tiu" 
o!ioidr und orher m;dicalions for their Patients.2o The PDL

listed 3 tieis ofmedication. Tier I represented medications deemed

to be first-line medications that did not require prior authorization'

Tiers 2 and 3 required the prescriber to complete a prior authorization

form before thi medication could be dispensed. Tier I opioids in-

cluded codeine, hydrocodone, morphine, oxycodone, propox)?hene,

tramadol, arld hy&omorphone. The imposition ofthe PDL seems to

have had an efect on the dose and RTes of opioids prescribed as

\I€ll as the cost. The PDL undoubtedly constrained LA opioid use as

evidenced by a sharp reduction in cumulative M\4Es of LA opioids

between 200+ and j006. Morden and colleagueslo also obsewed a

signifrcant decrease in contolled-release oxycodone use after the

imposition ofprior authorization in a Medicaid population We Per-

forrned a Joinioints analysis (SEER Surveillance Epidemiology and

End Point, Nitional Cancer Institute, Bethesda, MD) on the opioid

costs of l- to 7-yeal claims and found that the slope v-as +72 be-

tueen 1999 and i004 and was - 26 from 2004 to 2009.rr This lends

support to the notion that the PDL did alter the rate of grolIth of
meiications and their cost in the treatment ofchronic pain and per-

haps acute pain. After the PDL was adopte4 there was a sigrdficant

deirease in the amount paid Per MME for SA opioids, presum-

ably because more generic medications vere used after its adoption'

Tiei I medications did not include any brand-name formulations,

*'hich would have the effect of decreasing the unit cost of the SA

oDtoids.
In our study, \re found that the annual cumulatile dose ol

opioids to treat acute Pain avemged around 14 MMES, whereas the

uie of LA opioids to treat chronic pain averaged approximately

I l0 MMES. it seems that special vigilance should be directed at

these individuals because the potential for overdose is significant

among individuals at these high dosage levels, with an 8.9 odds

ratio ofoverdose for individuals prescribed 100 mg opioids or more

daily lo'rr'll

There are a number of limitations in this study. \tr'e could

study only the alnual curnulative dose of medication prcsc bed Per
claim rather than the actual daily dosage used by the claimant. It is
conceivable that all ofthe medication ihat was prescribed may not

have bcen used by the claimants and the dose prescribed not repre-

sentative ofthe dose used. Our definition ofacute and chronic pdin

may be challenged. Ho\r€ver, \re attempted to utilize the common

time fiames that are employed to define acute and chronic pain. We

feel that this approach is justified in performing an epidemiologic
study of the t,?e we engaged in herc- As indicate4 Louisiana is a

wage-loss state an4 because of this, the magnitude ofour findings
may differ ftom non-*age-loss states.

Our study indicates the dose ofopioid medication prescribed

for ckonic and acute pain increased sigiificantly over the study
period. Ho*ever, the primary drilet ofthese increases was lelated
to LA opioids prescribed for chronic pain. Corresponding cost in-
creases were associated with the increase in volume, as the price per

MME remained rather constant throughout the study period. Wiat
we observed in Louisiana seems to cofiespond to the increase in
opioid use to treat chronic pain in North America.rJ aJJJr This in-
vestigation leads to a number ofquestions about the use ofopioids
in workers' compensation. How does the use ofopioids change over
the duration ofa claim? Does the early use of LA opioids influence

claim duration? How do opioid prescriPtions affect overall claim

cost and duration ofdisability? Does a physician's specialty affect

the dose and g?e of opioids prescribed? We plan to study these

and other questions utilizing the same data set we utilized in this

study.
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Calif ornia Workers' Compensation lnstitute
'1111 Broadway, Suite 2350, Oakland, CA 94607, (510) 251-9470

Estimated Savings Irom Enhanced Opioid Management Controls througll 3'd Pafly l1y-er Access to
the C6ntrolled Substance Utilizalion Feview and Evaluation System (CURES)

Alex Swedlow
John lreland

January 2013

Background
E*.".iiu" opioid utilization has become a nalional public health issue as well as a known cost driver in the

Calilornia Workers' Compensation System. Studies have documented the increase in opioid prescriptions

anJ tne association ol graduated opibid use and adverse outcomes, including delayed recovery for iniured

workers, added claims costs, and high rates of litigation '

ln 2009, in an eflorl to establish controls on opioid utilization, the Division ol Workers' Compensation

irplLrint"a a chronic pain managemenl guideline_within the Medical Treatmenl Utilization Schedule.

HJ*erer, recent research that meisured the use ol Schedule ll opioids in California workers'-compensation

if,iough june of 2011 found that utilization of these^narcotic painkillers continued to increase following the

imol#entation of the pain management guideline.2 Though the study also included preliminary data from

tne C,o ana 4rh quarters of 201 1 th;t indicated a recent reduction in the use of Schedule ll opioids, utilization

itiil remained signif icantly higher than evidence-based guideline recommendations (Exhibit 1).

Exhibil 1. Percent of Prescriptions that are Classified Schedule ll

Percent of Prescriptions that are

Classified Schedule ll
a.o%

6.0%

4.O%

2.O%

0.0%

lmplementation of
Pain Mgmt

ln conlrast, the Texas Department of lnsurance, Division of Workers' Compensation recenlly adopted a
closed formulary pharmacy rules in an attempt to better control pharmaceutical utilization and their
associated cost. ln a preliminary report on the impact of the closed formulary that was effective on claims

I 
Swedlow, A., Gardner, L., lreland, J., Genovese, E. Pain Management and the Use of Opioids in the Treatment of Back

Conditions in the California Workers' Compensation System. Fleport to the lndustry. CWCI. June 2008
2 Swedlow, A., lreland, J., Gardner, L. Analysis of Medical and lndemnity Benefit Payments, Medical Treatment and Pharmaceutical

Cost Trends in the California Workers' Compensation System. CWCI June 20'12.
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after August, 2011, Texas reported not only a marked decrease in the use ol brand drugs but also a nine

;;;;il"d;il in 1," u." ot op'iota'. ,ni u s7 perCent reduction in opioids requiring preauihorization 3

Among the lactors contributing to ihe rapid escalation in the use of Schedule ll opioids in the.California

*orf.eL' compensation System are the slructural limitations of the medical cost controls Unlike federal

;;;;;.-;il;"; g;ui health prans, the California workers'compensation system has fewer supply-and-

!eriand-side controls to manageihe utilization and cost of pharmaceuticals. The lack of such control

,""i,ani"r. as co-payments, ieductibles, closed formularies and limited generic substitution restrict third-

oartv oavers'abilitv to adequately manage pharmaceutical costs' ln addition' because workers'

;il;5;3;ii-o;;ll,rntrio,'r".. tnan 57"'or the total California heallhcare economv. monitoring potential

,UuJes Ov patients and physicians across other payment systems is limited'

some california workers' compensation stakeholders have suggested that enabling third party payer

"i"uir 
to tn" Controlled Subsiance Utilization Review and Evaluation System (CURES) wo.uld improve

or"f ii, of rrra, utilization and cost controls and assist employer and payer efforts to more.effectively

lii."'.. pi".ilipil;;?rg fraud and abuse. The cURES system currently lacks.an operational budget and

,"Jki fr[ON! Uetore Jul"y 2013, when the system.will be taken oif-line. ln an effort to provide an analysis on

it* 
""f 

r" oi i'ppropriate iunding of CURES is a viable lool lor controlling the utilization and cost of opioids,

the authors hive iompiled data and constructed a model to estimate the:

. currenl volume of Calilornia workers' compensation claims in which opioids are prescribed;

. level oI opioid use for claims with prescriptions opioids; and

. estimate; savings that could be generated by integrating 3'd party payer access to the CURES

database with oiher medical cost conlainmenl strategies'

Estimating Claims with Opioid Utilization

Exhibit 2 shows the estimated number of California work injury claims from accident year 201 1 in which

"pi;d;;;r" 
piescribed and the distribution of claims based on the number of Schedule ll and Schedule lll

opioid prescriptions lilled within the first 24 months of injury'

Exhibit 2. Estimared Number ot AY 2011 California wc claims with opioid Prescriptions and

Distribution by Number ot opioid Prescriptions Dispensed at 24 Months Post-lniury

Total Claim Count (AY 201 1 500,000

Percentaqe o, Claims with OPioidq 23.1%

Total Opioid Claims 115,447

# of Opioid Prescriptions @ 24
Months

o/" ol
Clalms

Estimated
Number ol

AY 2011
Claims w
Opioids

I prescription 41 .1% 47 ,434

2-3 orescriptions 28,508

4-7 orescriptions 13.6% 15,745

>7 prescriptions 20.6/. 23,760

Total opioid claims 100.0% 115.447

3 lmpact of the Texas Pharmacy Closed Formulary, A Preliminary Repon,2012,
Compensation Besearch and Evaluation Group, October, 2012

cwcl 2013. All Rights Reserved
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There were approximately 500,000 California workers' compensalion claims in accident year 201 1.4 To

estimate the pioportion oi those claims that involved opioid prescriptions, the authors analyzed a sample of

+i7,SOe 
"frt;s 

rlrith 2007-2OOg date_s of inlury Irom the California Workers' Compensation lnstitute (CWCI)

lndustry Claims lnformation Systems (lClS) database and identified 23.1 percent (96,400 claims) that

included a paymenl record for at leasi one opioid prescription in the lirst 24 months following the date of

iniuw. if,u'"rii'ors then applied that percentage to the estimated 500,000 claims from AY 201 1 to derive an

estimated population of 1 15,447 claims ffom AY 201 1 that involved opiord prescriptions.

The authors also calegorized the opioid claims lrom the lClS sample into four groupings based on the

number ol prescriptiont that had been dispensed in the first two years. The resulting distribution showed

tnat +i.f percent of the claims involved a single opioid presffiption; 24.7 percenl had 2 to 3 prescriptions;

13.6% ha'd 4 to 7 prescriptions; and 20.6 percent had more than 7 opioid prescriptions,.lh-os9 percentages

were then applied to the 1 15 ,447 opioid ciaims estimated for AY 201 1 to produce the distribution shown in

Exhibit 2.

Estimating System-wide Savings through 3'd Party Payer Access to CURES

prior studies have documented the high proportion ol California workers' compensalion claims with opioid

use that is not supported by the evidence-based medical literature and the workers' compensation medical

treatment utilizatibir schedule (MTUS). CWCI has estimated that almost half of all claims with Schedule ll

opioids fall outside the pain management medication recommendations included in the evidence-based

medical literature.6 Many workers'-compensation payers, as well as other stakeholders, believe that access

to the CURES system, ioupled with enhanced medical cost containment strategies including medical

provider networis (MPN) monitoring and utilization revrew (UR) - could significantly reduce lhe average

number of prescripiions and the average dose levels o{ workers' compensation claims that utilize opioids.

ln Exhibit 3, the authors' produced a conservative estimate of the potential savings available through access

to CUBES data. The model used the estimated number of opioid claims within each of the four opioid

utilization categories (noted in Exhibit 2) and applie:d a cost-reduction savings factor against the average

medical and iniemnity benefit payments per claim.T

4 The estimated total number of claims was based on information compiled by the California Workers' Compensation lnsurance
Flating Bureau. This estimate accounts for insured and self-insured employers.

5 lClS is a proprietary database maintained by the California Workers' Compensation lnstitute that contains detailed information,
including employer and employee characteristics, medical service information, and beneflt and other administrative cost
information on more than 4 million workplace injuries with dates of injury between 1993 and 2011.

6 Swedlow, A., lreland, J., Johnson, G. Prescribing Pattems of Schedule ll Opioids in Califomia Workers' Compensation. Research

- Update. CWCI. March 201 1

' The authors adjusted the 2008 study's average cost per claim by prescription category to 20'11 levels with a 28.2 percent medical
inflation factor and a 20.6 percent indemnity inflation factor. (inflation factors derived from 2008 - 2011 average medical and
indemnity payments from "Analysis of Medical and lndemnity Benefit Payments, Medical Treatment and Pharmaceutical Cost
Trends in the California Workers' Compensation System", CWClJune 20'12)

CWcl 2013. All Rights Reserved Page 3



Exhibit 3. potential Workers' Compensation Savings from Enhanced Opioid Management Controls

Via CURES

The authors estimate that the enhanced opioid management controls offered by 3'd party payer access to

CURES data would produce no cosl savings for claims with only one opioid prescription, but estimate a 3

percent reduction in total benefits paid on Claims with 2 to 3 opioid prescriptions; a 5 percent reduction in

payments on claims with 4 to 7 opioid prescriptions; and a 7 percent reduction in payments on claims with

inore than 7 opioid prescriptions. Under this scenario, the total estimated cost savings on AY 201 1 claims is

$57.2 million.

Return-on-lnvestment
The operating budget for the CURES system is estimated at $3.7 millions. Should the Calrfornia workers'

compensation system cover the cost ol the entire CURES system operating budget, the return-on-

inveslment is estimated at $ 1 5.5:$1 .

Actual savings and ROI will depend upon several factors, including access to CURES system data; medical

and pharmaceutical cost trends; injury mix; medical cost containmenyutilization review inlervention; and

applicable workers' compensalion stalutes, rules and regulations.

About CWCI
The California Workers' Compensation lnstitute, incorporated in 1964, is a private, non-profit organization of insurers and self-
insured employers conducting and communicating research and analyses to improve the California workers' compensatjon system.

'CURES 2.0; An lntegrated Approach to Preventing Prescription Drug Abuse and Diversion. California Department ot Justice.
December 2012

Average Paid
Benelits lrom

2008 Study
Estimated Total Benelits Paid

on 2011 Claims Potential Savinqs

Claims
by

Opioid
ScriDts

Claim
Count

Med
Ben

lndem
Ben

Medical
Benelits

lndemnity
Benelits

Est. o/o

Savlnqs
Medical
Benelils

Indemnity
Benelits Tot Benelits

1 47.434 $3.909 $4,351 $185.398.901 $206.391.638

28.508 5,32'1 5.781 $151,700,753 $164,807,267 3.0% $4.551.023 $4,944,218 $9.495.241

4-7 15.745 7,640 8,709 $120,292.830 $137.1 19,795 5.A"/" $6,014,641 $6,855,990 $12.870,631

>7 23.760 9.132 '1.813 s 216.976,s37 $280.677.'161 $15,188,358 $19,647,401 $34,835.759

Total 115.447 $5.820 $6.777 $674.369.021 $788.995.861 $25.754.022 $3'1.447.609 $57.201,631

ESt. CURES
Operating

Budqet: $3,700,000

Workers'
ComP

Return-on-
lnvestmenl $15.5 : $1

CWCI 2013. All Rights Reserved Page 4



"Every 19 minutes someone dies
of prescription drug overdose
in America"
-CNN "Deadly Dose" Documentary

"More Americans die of prescription
drug overdose than on the highways
each year"
-US Centers of Disease Control

Opioids may naturally cause physical
dependency (tolerance & withdrawal)

I

Higher and hlgher doses of op oids are
required over time in order to achieve the
sanre effect.

Negatrve physical and mental side effects
occur after extended use of a drug is reduced
abruptly or stopped.

lf You See Signs or Symptoms of
Overdose Call 911 and/ or Contact:

Rocky Mountain Poison Center
t (8oo) 222-7222

If You See Sig
A
nso r Symptoms of 

l

Dependency or Addiction Contact:
The doctor who prescribes

you r opioid medication

Department of Health & Human Services
Chemical Dependency Bureau

(406\ 444-3964

or directly to

Assistance with Return to Work:

Stay at Wo?k/Return to Work Program
(406) 444-1752

Email: sawrtwrquest@mt.gov

D

5,000 copies of this public document were pubtlshed atan

(406) 444-6543
Email: dliquestions@mt.gov

P.O. Box 1728
Helena, MT 59624-1728

Your Health Matters

&
OPIOIDS

, Learn About Oploid Dependency



Physical Symptoms:
Tremors, abdominal pain, chills, perspiration,
nausea, vomiting, diarrhea, flu-like symptoms,
restless legs and rapid heartbeat.

Mental Symptoms:
Cravings for opioids, malaise, anxiety/panic
attacks, paranoid thinking, dizziness, difficulty
sleeping, and depression.

Serious Symptoms:
Cardiac arrhythmias. strokes, seizures,
dehydration and suicide attempts.

E Do you feel a strong need to take your opioid
medication?

E Do you have difficulty controlling your use of
opioid medication?

O Do you experience tremors, anxiety or other
withdrawal symptoms when reducing your
medication?

E Do you have to take more medication to
ease the pain?

E Do you neglect food, hygiene or health care?

E Do you want to continue using your
medication despite clear evidence of prob-

lems it is causing you?

Score: _ / 6

* lf you answered "yes" to three or more of
these statements, you may have opioid depen-
dence and be at risk for addiction.

"More Montanans die from prescrlption drug
oveldose than traffic crashes"
-MT DOJ, Forensic Science Division,2077

Opiold dependency puts you at risk for:

Opioid Overmedication or Overdose

.lntoxicated behavlor - confusion, slurred
speech, stumbling

. Feeling dizzy, tatnl or drowsy

. Shortness of breath, slow or light breathing,
or stopped breathing

. Unusual snoring, gasping, or snorting during

. Difficulty waking up from sleep and

becoming alert or staying awake

. Slow, unusual or stopped heartbeat

CAUT!ON:
A person who at first only seems to be

overmedicated may get much worse. They

should be kept awake and watched closely.
Call 911.

. Death

. Nausea

. lvlental Confusion

. Difficulty Breathing

. Constipation . Drowsiness

. Sedation .ltching

. Fatigue

@
. Never take an opioid pain reliever unless it is

prescribed for you

. Always take opioids as directed

. Do not use opioids with alcohol or other
drugs or medicines

. Protect and lock up your opioids in a safe
place, and properly dispose of leftover
medicine

. Never share opioids with another person

. Be prepared for opioid emergencies

. Contact your doctor with any questions

OCopyright 2010, Opioidsgll'Safety from Pain Treatment Topics


